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Cost-containment-oriented preferred provider contracts are being forged to deliver care to the poor. Private insurers are becoming increasingly concerned about cost shifting and are also beginning to negotiate selective contracts with providers. Hospitals are alarmed about the level of uncompensated care they provide, and consumers worry about the increasing share of health care costs they are paying out of their own pockets.
These changes are hypothesized to profoundly affect access to medical care in the United States, particularly for the poor, minorities, the uninsured, those with some form of public third-party coverage, and people who have tended to use hospital outpatient services for their regular source of care. Economic-related "transfers" are presumably increasing in many hospitals. Many providers are becoming more wary of taking on public pay patients. Increased consumer copayments and deductibles will undoubtedly lead to lower utilization rates, but the resultant effect on access to needed services remains an issue.
Improved health status remains the major goal of health care utilization. However, questions have been raised about whether health is improved, unchanged, or even adversely affected through medical care use. 1 Further, Henrik Blum and others have suggested that many factors, other than the services conventionally provided through the health care system, are large contributors to health status, including the environment, lifestyle, and human biology. 2 The vast majority of federal health expenditures have, however, traditionally been devoted to the health care system, rather than to these other components. 3 In the current era of costcontainment-oriented health policy, cost-benefit-type considerations of which interventions do the most good assume a heightened importance.
A major Department of Health and Human Services (DHHS) Public Health Service initiative introduced in 1980, the Program for Promoting Health and Preventing Disease, addressed many of these hypothesized determinants of health status. Two hundred, twenty-six national objectives were formulated in the broad areas of preventive health services, health protection, and health promotion. Subsequent reports have published explicit operational indicators and data on the extent to which aspects of these goals have been realized. result of efforts to limit the utilization of, and expenditures for, services most directly affecting the socioeconomically disadvantaged. We will then focus on comparisons by race, when available, to determine if there are any differences over time in health status that should be of concern in considering the probable equity implications of current health policy.
Though various approaches to measuring health status have been sug gested in the literature, we will use the framework of five dimensions suggested by Patrick and Elinson: death, disease, disability, discomfort, dissatisfaction. 5 These dimensions capture indicators from objective provider-determined measures of the rates and causes of mortality (death) to more subjective consumer-oriented evaluations of how well an individual's perceived health care needs are being met (dissatisfaction).
Exhibit 1 summarizes the dimensions and indicators to be examined. These broadly reflect the framework outlined by the Public Health Service. The indicators used are selective, however, and range across the categories of system performance operationalized in that initiative-measures of actual improved health status, reduced risk, increased public and professional awareness, improved services protection, and improved sur-DATAWATCH 157 veillance and evaluation systems. 6 These measures then represent a mix of both means (interventions) and ends (outcome) indicators of system performance with respect to health status and health care utilization. To the extent possible, data are presented on overall trends and comparisons by race. The ratios that appear in the tables reflect comparisons of the rates for blacks to those for whites. Age-adjusted rates are used in the over time and between group comparisons.
Environment
During a lifetime, Americans are exposed to a variety of environmental toxic agents including air and water pollutants, hazardous wastes, food additives, pesticides, and consumer and industrial chemicals. Long term exposure to air pollutants is associated with cancer, respiratory, and other diseases. Particulate matter, sulfur oxides, and lead indicators are included in Exhibit 2 as air pollutants with particularly serious implications. The amount of emissions of these pollutants shows substantial improvements since 1970. However, indoor air pollution is causing increasing concern because of energy conservation efforts to make homes more air tight, and the increased burning of wood, coal, and kerosene. 7 Other toxic agents of concern are toxic wastes and ionizing radiation. There may be as many as 30,000 toxic solid waste disposal sites in the United States. 8 Ionizing radiation is related to leukemia and other types of cancer. About 45 percent of Americans' exposure to radiation comes from x-ray and other medical applications-some of which may not be medically appropriate given the risk. 9 Most measures of occupational health in Exhibit 2 show considerable improvement since the early 1970s. Both work-related accidental death and injury rates have steadily declined. Also, the incidence of occupational illnesses in general and deaths from four preventable occupational diseases have been reduced. Still, occupational exposures including chemicals and physical hazards such as cotton dust, noise, radiation, and vibration continue to cause serious health problems such as skin disease (most prevalent occupational disease), cancer, lung disease, and birth defects. 10 Between 100,000 and 200,000 Americans die each year from occupational illnesses. 11 Further, since the latent period of some occupational disease is long, more victims of current or past exposure can be expected in the future (for example, the latent period of mesothelioma, a type of cancer, usually more than thirty years).
Accident prevention and injury control is an important environmental concern since one-third of Americans sustain some injury each year and injuries are the leading cause of death for persons under age forty-five and a leading cause of disability for those aged forty-five or older. . Accidental injury death rates are generally higher for minority groups (for example, American Indians in 1973-75 had three times the accidental death rate of the population as a whole). 13 Exposure to fluoride is a major factor in reducing tooth decay, particularly among young people. Exhibit 2 shows the impact of fluoridated water and topical fluoride applications in the reduction in decayed, missing, and filled teeth for children five to seventeen from the early to late 1970s. Periodontal disease, however, continues as a major cause of tooth loss in adults. 14 Historically, successes in the control of infectious disease are well known, with influenza and pnenumonia remaining the only infectious disease in the top ten causes of death in the country. Paradoxically, the current picture of control is somewhat mixed and the future appears troubling. Exhibit 2 shows that deaths from influenza and pnenumonia continue to decline, however, there is considerable sentiment that the rates are too high and that more complete vaccination of the elderly is needed. The incidence of tuberculosis also continues to decline but remains a problem among some poverty and immigrant groups. Also, Hepatitis B is a serious infectious disease that has been increasing in recent years.
"New diseases" are posing serious threats. Most serious is acquired immunodeficiency syndrome (AIDS), which is becoming the plague of the 1980s. Exhibit 2 documents the alarming increase in reported cases for the past few years. The lethality of AIDS is illustrated by the deaths of 50 percent of the known cases since reporting began. Another of the most threatening new diseases is legionellosis or Legionaire's Disease. While the reported cases of this disease appear to be leveling off, it continues to be a cause of considerable concern to the public health community.
Life-style
Life-style is a major challenge with great potential for improving health status. It is a challenge because people's behavior leads to much injury and degenerative disease. The potential for health status improvement results from trends toward self-care and healthful living. Exhibit 3 summarizes some current health-related life-style behaviors.
Smoking is a primary contributor to lung cancer and is associated with other serious diseases including heart: disease and emphysema. Smoking during pregnancy is associated with low birthweight, an increased risk for spontaneous abortion, and prenatal death. The proportion of males smoking declined from about one-half to one-third between the mid-1960s and 1983 (Exhibit 3). Both black and white males decreased their smoking rates, but the black rate continued to exceed the white by about one-fifth, The proportion of females smoking declined little from 1965 to 1983, with 30 percent still smoking in the latter period. The picture for alcohol and drug misuse prevention is mixed. Exhibit 3 shows that the percent of heavy drinkers was 10 percent in both 1971 and 1983. The lack of decline is not encouraging, because in 1975 an estimated 36,000 deaths from cirrhosis, alcoholism, or alcoholic psychosis could be directly attributed to alcohol use, and 51,000 fatalities were also associated with alcohol use. 15 In 1984, 42 percent of all motor vehicle fatalities were alcohol related. 16 Still, the rates of chronic liver disease and cirrhosis declined by 31 percent between 1970 and 1983. While drug use remains a significant social and public health problem, there are encouraging signs. For instance, marijuana use among youths reached a high around 1980 but appears to be declining since then to 12 percent of those aged twelve to seventeen reporting use in the last month of 1982 (Exhibit 3).
Nutrition is a major contributor to health status. Obesity increases the risk for diabetes and high blood pressure which are related to cardiovascular disease and also increases the risk of other diseases, such as gallbladder ailments. Conversely, deficiencies of iron and folic acid are common problems among pregnant and lactating women. Exhibit 3 shows serum cholesterol levels, often associated with heart disease, to be down considerably since the 1960s. The decline in recent decades is mainly among whites. The levels of cholesterol in blacks were lower than those for whites in the 1960s, but that is no longer the case.
Over one-quarter of the population is overweight (Exhibit 3). This proportion has changed little since the 1960s. Blacks are considerably more likely than whites to be overweight, and the proportion of blacks overweight actually increased from 36 percent to 41 percent between 1960 and 1980. There are other mixed results in the nutrition area, such as fat intake continuing to decline for the general population, while anemia remains a major problem among low-income and minority infants and children.
Exercise reduces stress and promotes health in multiple ways. For example, physically active people have a lower risk of coronary heart disease. The level of physical activity in the country certainly seems to be increasing, at least for certain segments of the population. This growth, evidenced by increasing numbers of health clubs and sales in the sporting goods industry, is hard to measure precisely. One national poll (Exhibit 3) reveals that the proportion of adults reporting daily exercise Effects of stress include depression, coronary heart disease, peptic ulcer, substance abuse, accidents, and low back pain. Extreme measures of stress and violent behavior include suicide and homicide (Exhibit 3). Between 1970 and 1983 suicide rates declined for females but rose for males. In general, black and female rates are considerably lower than white and male rates. Of particular concern in recent years has been the growing number of suicides among children and young adults.
Homicide rates increased until 1980 but have dropped since then (Exhibit 3). Black homicide rates, though declining recently, are still exceedingly high. The probability of dying of homicide is six and onehalf times higher for black males than white males. In fact, homicide is the leading cause of death among young black males.
Health Services Utilization-Prevention
Exhibit 4 summarizes indicators of primary prevention, particularly for those conditions or services for which early intervention is recommended to prevent the onset, progression, and/ or transmittal of disease.
High blood pressure (hypertension) is controllable through diet and drug therapy. Around 15 percent of Americans between twenty-five and seventy-four years of age during 1976-80 were diagnosed as hypertensive. Blacks have been consistently more likely to be at risk for high blood pressure than have whites, though the proportion of blacks with hypertension has declined considerably since 1975. Reductions in deaths due to heart disease and stroke in recent years, especially for minorities, have been attributed to these and other successful interventions to control high blood pressure. 17 Family planning is of particular interest because of the economic and emotional stresses and costs of unwanted children on parents, families, and society, and the fact that low birthweight infants and / or children with significant morbidities at birth may result from inadequate prenatal care. Though the rate of unwanted births declined 10 percent among black women and 3 percent among whites since the early 1970s the rate for blacks remains almost three times as high.
A recent Institute of Medicine report documented the need for increased family planning and prenatal services, especially for young minority women.
18 Low birthweight is a major correlate of infant mortality. There is evidence that the rates of low birthweight infants might be reduced through encouraging mothers not to smoke, reducing their alcohol consumption, having adequate nutrition, and seeking prenatal care during pregnancy. 19 The proportion of low birthweight infants has declined since 1970. The rate for blacks has remained twice that of whites, however, and there is some indication that the gap may, in fact, be widening. In 1970, around a third (32 percent) of mothers did not seek prenatal care until after the first trimester of their pregnancy. In 1983 this proportion had declined to under a fourth (24 percent). The relative difference for whites and blacks remained about the same, however, with black mothers being almost twice as likely to wait until they were over three months into their pregnancy before seeing a doctor. The Child Health Assurance Program under Medicaid and other recent Medicaid-related initiatives have sought to extend prenatal care coverage to pregnant women who do not fit the traditional categoric-eligibility criterion for Aid to Families with Dependent Children.
In recent years there has been considerable progress in the development of vaccines to prevent the onset of traditional contagious childhood diseases, such as measles, rubella, and mumps. Exhibit 4 shows that the proportion of children one to four years of age not receiving immunizations for selected major childhood diseases has declined substantially since 1970. There have been questions raised recently about the necessity for continuing to administer these vaccinations, given the substantial declines in the incidence of these illnesses in recent years and the cost of these vaccines, especially for DTP (diphtheria-tetanus-pertussis). Even though the proportion immunized has increased for both black and white children over the past fifteen years, white children continue to be more apt to have these procedures.
Sexually transmitted diseases have always been a significant public health concern. Exhibit 4 shows reported cases of gonorrhea and syphilis, the first and third most commonly reported communicable diseases. Reported cases vary considerably but were lower in 1985 than in 1970 for both diseases. Pelvic inflammatory disease, a major complication of gonnorhea, and genital herpes, which is thus far resistant to medical intervention, remain of concern, however.
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Health Services Utilization-Curative And Custodial
Most general hospital care and the majority of physician visits are directed toward secondary prevention-the cure of illness or injury. Nursing and personal care homes are, on the other hand, more custodial in mission-caring for patients' daily needs, post hospitalization, or as an alternative to continued independent living in their own homes.
The proportion of the US. population seeing a doctor each year has remained about the same since the mid-1970s. The proportion of blacks having seen a physician has also been very comparable to that for whites over that period. The average number of visits to a physician has also remained fairly stable over the past fifteen years. The rates for blacks are slightly lower, though close to equivalent, relative to whites. Hospital utilization has been the principal target of cost-containment efforts on the part of public and private payers, since it represents the largest proportion of expenditures for health care. Exhibit 5 shows that the discharge rate from general hospitals increased until about 1980, then leveled off, and since 1984 there is evidence of a substantial relative decline in hospitalization rates. Average length-of-stay also tended to decline during the 1970s. This trend has, in fact, accelerated in recent years. In the 1980s, with both discharge rates and length-of-stay declining, the overall days of care rate has declined as well, most pronouncedly since 1980. Many of the changes noted earlier in both the organization and financing of care may help to account for these changes. 21 The data reported in Exhibit 5 are based on the Hospital Discharge Survey, for which break-downs by race are not available. National Center for Health Statistics Health Interview Survey data, however, show that the trends in hospital utilization since 1980 appear to hold for both blacks and whites. 22 The numbers of nursing homes, nursing. home beds, and residents have increased considerably in recent years, principally due to the growth of the elderly population, especially, the "old" and frail elderly; changing family structures which result in the lack of an extended or proximate family to care for the elderly; and the availability of third-party financing for nursing home care, especially through Medicaid. From the end of the 1960s to the early 1980s, the number of residents in nursing homes more than doubled from 759,000 to almost 1.4 million. In the past, elderly whites have more often been in nursing homes than have elderly blacks. The rate of increase for minorities in nursing homes has been greater in recent years, however. The last year for which data were available (1977) showed that for blacks sixty-five years and older, 30.4 per 1,000 were residents of nursing and personal care homes while the comparable rate for elderly whites was 49.7 per 1,000 population. 
Outcomes-Health Status
All of the indicators considered thus far in this discussion are, for the most part, correlates or predictors of, or proxies for health status. Exhibit 6 shows a range of indicators of major dimensions of health status, The range and complexity of indicators suggests the complexity of the health status concept and points to the difficulty in developing a global score card on the state of the nation's health.
If health status is viewed as a continuum, death represents one end of that continuum. Death rates may also be used to construct measures of life expectancy, which are frequent proxies for health status. Overall death rates have declined steadily since the 1970s suggesting that for this ultimate measure of health status the health of the nation appears to be getting better (Exhibit 6). Rates for both male and female blacks continue to exceed those for whites, however.
Infant mortality rates continue to be a major barometer of a nation's health care system performance. There has been a continuous decline in the U.S. infant mortality rate since the 1960s, reaching a low of 10.6 per thousand live births in 1984. 24 However, the United States continues to rank below many other developed countries on this indicator. The rate for blacks continues to be twice that for whites (Exhibit 6). This suggests a substantial need for targeted initiatives to address the health needs of pregnant women, and minority women, in particular.
The examination of death rates and relative risk for the three major causes of death (heart disease, cerebrovascular disease, and cancer) for blacks and whites provides a profile of the major diseases that have had the largest impact on the health of the nation in recent years (Exhibit 6). Death rates for heart disease have declined considerably throughout the 1970s and early 1980s. The ratio (relative risk) of black and white death rates has remained high, however, especially for black females. Death rates for strokes have declined as well. of death from strokes remained almost twice as high for blacks as for whites-for both men and women. Deaths from cancer actually increased during this same period. Furthermore, the relative risk for dying from cancer has increased for blacks relative to whites since 1970. Disability measures the extent to which people have to change their normal activities as a result of illness. There was a slight increase in the average number of restricted activity days reported overall from 1972 to 1981. Blacks reported 30 percent to 40 percent more days than whites throughout this period. Bed days, which is a more serious reflection of limited activity, remained fairly stable over this period for the population as a whole. For blacks, however, there is evidence that their rate relative to whites may have increased slightly.
Perceived discomfort is a more subjective gauge of health status, based on the person's own perceptions. The proportion of the U.S. population reporting their health as fair or poor has been around 11-12 percent since the early 1970s. As with other indicators of health status, the rate for blacks remains much higher (about twice, in this case) than that for whites.
Dissatisfaction reflects a generalized assessment of health and wellbeing. Data from the periodic General Society Survey, conducted by the National Opinion Research Center at The University of Chicago, on the public's level of satisfaction with their health and their overall happiness show that the proportion not completely satisfied or happy fluctuated around 10 percent from 1973 to 1984. Blacks were more often dissatisfied with their health and less happy overall than were whites over this period.
